Introduction: There are still many controversies in the treatment of cholecysto-choledocholithiasis. When cholelithiasis is present with concomitant choledochus stone, both choledochus clearance and cholecystectomy have been advised in recent guidelines. However, the sequence and whether there should or should not be an interval between the 2 procedures is still debated.
Introduction
Despite increased knowledge and improvements in surgical skill, cholelithiasis and concomitant choledochus stones are still a challenge for surgeons. New radiological devices with high-resolution images have increased preoperative diagnosis of these concomitant diseases. There are different strategies depending on the clinical experience and hospital resources. The most popular ones in our daily clinical basis are open cholecystectomy with common bile duct (CBD) exploration, preoperative endoscopic retrograde cholangiopancreatography (ERCP) with early or delayed laparoscopic cholecystectomy (LC), laparoscopic cholecystectomy with laparoscopic CBD exploration (LCBDE) either using cystic duct or with an operative choledochotomy, "laparoendoscopic rendezvous" technique consisting the same session LC with intraoperative ERCP using a guide wire, and con-secutive ERCP and cholecystectomy under same anesthesia. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] 
Materials and Methods
From the patients admitted to Sevket Yilmaz Training and Research Hospital either with acute biliary pancreatitis with newly diagnosed or previously known cholelithiasis or with concomitant gallbladder and CBD stones between the years 2012 and 2013, ten patients were chosen to be operated with same session ERCP and cholecystectomy (SSEC). Consent forms were collected from all patients and the data of these patients were collected retrospectively and analyzed.
Results
In these ten patients, including eight female and two male patients, the median age was 58.5 years (IQR 54.25-62.75). Half of the patients had one or more comorbid diseases. Six patients admitted to the emergency department with different complaints were all referred to the general surgery department. After the initial assessment of the patients with ultrasonography findings and biochemistry results,acute biliary pancreatitis was diagnosed in five and cholecysto-choledocholithiasis in one patients. Patients were all hospitalized after diagnosis. Pancreas assessment was performed with computed tomography (CT) and radiological choledochus visualization was achieved with magnetic resonance cholangiopancreatography (MRCP). The remaining four patients were admitted to the general surgery department with jaundice and related symptoms. After the diagnosis of cholecysto-choledocholithiasis, the patients were hospitalized. In these four patients, MRCP was the radiological tool for verifying choledocholithiasis.
Patients were informed about the procedure in detail and informed consent forms were obtained. With preoperative fasting, on the day of the operation, anesthesia induction and intubation were achieved. Prone positioning was given and endoscopic retrograde cholangiopancreatography-endoscopic sphincterotomy (ERCP-ES) was performed primarily. ES was completed in all patients and choledochus calculus were cleared during the procedure in six patients. After ERCP-ES, patients were immobilized in supine position and conventional 4 port laparoscopic cholecystectomy was carried out. In all patients, cholecystectomy could be managed laparoscopically without any conversion. Median operative time was 75 minutes (IQR 59.5-83.5). All ERCP procedures were held by the same surgeon in the team experienced in ERCP procedures by performing more than 300 ERCP procedures per year. Laparoscopic cholecystectomy (LC) was performed by two surgeons in the team, both experienced in laparoscopic hepatobiliary system surgery. Median hospital stay was two days (IQR 2-3) and only one patient had a minor complication, mild post ERCP pancreatitis. That patient was also totally healed with appropriate medication. Mean follow-up time was 176.5 days (IQR 133.5-232.75) and in this period, no patient admission due to complications and the procedure occurred. Results are given in Table 1 .
Discussion
For most surgeons, SSEC seems to be a logical procedure having some advantages when compared to other procedures. Regarding the two-step procedure, when ERCP is the first step after ERCP, if patients have new fallen stones from gall bladder to choledochus, ES prevents patients developing new complications. However, it is not so rare that even after ERCP-ES, in the waiting period for cholecystectomy, there could be new episodes of fallen stones to CBD with related complications like recurrent pancreatitis or cholangitis. Though there are reports in the literature of one-third of patients encountering recurrence within an interval of four to six weeks, which may increase with time, after ERCP, the waiting period for cholecystectomy varies from two to three days to four to six weeks in different institutions. [11] [12] [13] [14] [15] There are even some studies for All results are presented as medians (IQR25-IQR75).
elderly patients with critical comorbid diseases about performing only ERCP, leaving gall bladder in-situ. [16] By means of anesthesia related complications in one step procedure, SSEC seems to be superior to two-step procedure. It is shown that in propofol or benzodiazepine sedation, incidences of mild anesthesia-related complications is 2.3% and 2.4%, respectively. [17] Another advantage of performing SSEC during laparoscopic cholecystectomy is that the team can check simultaneously when there is a suspicion of iatrogenic complication related to ERCP. The risk of duodenal perforation has ranged from 0.37% to 0.58% in different studies. [18, 19] In SSEC, perforation can be diagnosed with or without methylene blue or air fluid tests. Early diagnosis of iatrogenic perforation and the chance of managing it in the same procedure could be a valuable and life saving opportunity.
There are also some controversies about SSEC. In surgical point of view, one could be suspicious about the course of the operation. Owing to the ERCP related intraduodenal gas, it is believed that visualization of the anatomic landmarks would be troublesome. However, in our clinical experience, when we experienced some problems on visualization with the nasogastric aspiration performed by the anesthesia team, the visualization of clinical landmarks improved totally. It should also be notified that we avoided giving too much gas when carrying out ERCP.
SSEC for common bile duct stones is an alternative to twostage ERCP and laparoscopic cholecystectomy and to onestage laparoscopic bile duct exploration. SSEC is a safe and effective strategy when dealing with cholecystocholedocholithiasis. It is our belief that it has many important advantages which includes avoiding a second anesthetic or sedation, not increasing the length of operation and hospital stay without an increase in conversion rates to open procedure. However, it is also our belief that more studies are needed on this topic before its routine usage in surgical practice is considered.
